Purpose: Total knee arthroplasty (TKA) is the most common joint replacement surgery performed in the United States. Given the aging and increasingly comorbid patient populations undergoing these procedures, complication rates and the need for subsequent hospital readmission are only expected to rise. It is, therefore, crucial to investigate the risk factors leading to readmission in order to improve patient outcomes. The purpose of this study is to identify significant risk factors for readmission following revision TKA procedures.
Introduction
Total knee arthroplasty (TKA) is the most common inpatient surgery performed annually in the United States [1] . While generally successful procedures, approximately 8% of patients develop infections, mechanical loosening, or implant failure postoperatively and require revision surgery [2] [3] . Given the aging and increasingly comorbid patient populations, the number of revision TKA surgeries performed in the United States is only expected to increase [2, 4] .
Hospital readmissions create a significant financial burden on the health care system, costing an estimated $17.4 billion annually [5] . Readmission following revision TKA has been reported to occur at a rate of 6.2%, which is higher than the readmission rates following primary TKA of 4.6% [6] [7] . With the average readmission following TKA estimated to cost over $11,500, it is crucial to investigate the factors leading to readmission in order to improve patient outcomes and to decrease the financial burden placed on health care providers [8] .
Recent studies suggest that morbid obesity and major depressive disorder are associated with worse functional outcomes and more complications following revision TKA [9] [10] . Additionally, database studies have identified the history of transient ischemic attack or cerebrovascular accident, female sex, and the use of general anesthesia as specific factors contributing to readmission following revision TKA [6] . However, databases are limited to only available data points, and they do not allow for an in-depth look at the events leading to readmission or the outcomes at maximal follow-up. The purpose of this study was to identify the contributing factors, causes, and outcomes of readmission following revision TKA procedures at our institution between 2006 and 2017. We hypothesize that infection and implant failure will be major causes for readmission after revision TKA and hope to identify potential contributing factors to reduce readmissions.
Materials And Methods
This is a retrospective study that was approved by the Institutional Review Board in accordance with the Declaration of Helsinki. The medical records of a randomized sample of patients undergoing revision TKA at our institution between January 2006 and December 2017 were screened for inclusion in this study. Patients with single and multiple staged TKA revisions were included, while those with primary TKA, amputation, and oncology-based reconstructions were excluded.
The medical records were then reviewed and data were extracted for patients who met the study inclusion criteria. 
Results

Patient characteristics
A total of 171 patients were included in this study. Reasons for revision TKA included implant failure in 120 (70.2%) patients, infection in 47 (27.5%) patients, periprosthetic fracture in three (1.8%) patients, and painful primary TKA in one (0.6%) patient. The majority (76.6%) of patients had no history of previous revision TKA, while 34 (19.9%) patients had a history of one previous revision, four (2.3%) patients had a history of two previous revisions, one (0.6%) patient had a history of three previous revisions, and one (0.6%) patient had a history of seven previous revision surgeries. The characteristics of included patients are shown in Table 1 . 
Non-Readmitted
Discussion
The volume of TKAs performed annually is steadily increasing. Given this trend and the increasing number of patients with multiple comorbidities undergoing these procedures, complication rates and the need for subsequent revision surgeries and hospital readmission are also expected to rise [2] [3] . Properly identifying and addressing comorbidities that predispose to poor functional outcomes may allow for better perioperative care and reduction of readmission rates in patients scheduled to undergo revision TKA. Understanding and mitigating these risk factors may provide public health benefits not only to patients but also to surgeons, hospitals, and health care as a whole [2, 8] .
Our study found that male gender was a significant predictor of hospital readmission following revision TKA. This finding is consistent with a similar study performed by Cram et al., which also showed a significant association between male gender and increased risk of readmission after revision TKA [4] . In another publication, Badawy et al. found that male patients undergoing primary TKA had two times relative risk of revision due to deep surgical site infection compared to female patients [11] . It is possible that the size of our study prevented us from detecting the previous finding, as we were unable to perform multivariate analysis of our data.
There is still limited literature pertaining to risks for readmissions following revision TKA. Belmont et al. found that transient ischemic attack/cerebrovascular accidents (TIA/CVAs) and the use of general anesthesia were predictors of hospital readmission following TKA [6] . They concluded that surgeons should consider neuraxial anesthesia over general anesthesia and should facilitate a proper transition of care in patients with a history of TIA/CVA [6] . Given that no patients in our cohort had a past medical history of cerebrovascular disease and that our study did not include anesthesia modalities, we were not able to appreciate these findings.
It is widely accepted that obesity and BMI can influence surgical outcomes [1, 9, 12] . Watts et al.
found that patients with morbid obesity (BMI>40 kg/m 2 ) had a higher prevalence of additional complications and subsequent TKA revisions when compared to matched patients with BMI less than 30 kg/m 2 [9] . Another study by Kremers et al. demonstrated the financial impact associated with obesity and readmissions after revision TKA [13] . They reported a higher average hospital cost of $645 per 5-unit increase in BMI>30 kg/m 2 . Excess costs associated with BMI were higher for revision TKA than those calculated for primary TKA, highlighting the importance of mitigating the need for subsequent readmissions following revision TKA. It is worth noting that the majority (66.7%) of patients readmitted in our study had a BMI>30 kg/m 2 , however, this variable failed to reach statistical significance [13] .
This study does not report any additional variables that are significantly associated with readmission following revision TKA. However, our data did show that if a patient was readmitted after revision TKA, it was likely that they would be admitted again. Among readmitted patients, the average number of readmissions was 2.1 (range 1-6); of 45 readmitted patients, 23 (51.1%) patients were readmitted more than once. Our data showed that a majority of patients who were readmitted multiple times had an initial readmission diagnosis of implant failure or complication due to arthrofibrosis (eight of 23, 34.8%), implant infection (six of 23, 26.1%), or implant failure due to other unspecified cause (three of 23, 13.0%).
The results of this study were composed under certain limitations. The study was performed using data from a single academic institution in the Southeastern United States with nondiverse population demographics. The majority of included patients were Caucasian (67.8%) or African-American (31.6%). Additionally, the number of patients meeting the inclusion criteria at our institution limited the power of this study and restricted the data to univariate analyses. This study did not include the entire population at our institution; we selected a randomized sample to make detailed chart review practical. A larger sample size would have allowed for a more accurate scope and detection of statistically significant variables associated with readmission after revision TKA.
Conclusions
This study was successful in identifying variables associated with readmission following revision TKA, as well as presenting new information regarding the diagnoses associated with multiple readmissions. Physicians can use this data clinically to recognize patient populations at risk of poor outcomes following revision TKA. Due to the increasing prevalence and cost of these procedures, it is critical to minimize the number of additional hospital readmissions and the need of subsequent revisions. Further studies should be directed at better understanding these risk factors and comorbidities in order to improve patients' perioperative care and quality of life.
